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A racertification survey was conducted from i ‘ )
8/4/2010 through 8/8/2010. The survey was 910 l
completed utilizing the fundamental survey g dyo
process. i A

A random sampling of twa cliants was selected
from a residential population of three males and D
one famale with varying degreas of mentel and
physical disabilities. The findings of the survay
were based on observations and interviews in the
home and st three day progrema, as well as a
review of the client and adminlstrative records,
including the incidant reports.

W 158 | 483.430(a) QUALIFIED MENTAL W 158
RETARDATION PROFESSIONAL

Each cliant’s active treatment program must be
integrated, coordinated and monitored by a
qualified mentzal retardation professional.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
raviaw, the faclity ' s qualified mental retardation
professional (QMRP) failed to ensura the -
coordinaticn of garvices to promote the health
and safety of cne of four sampled clients. [Ciient

#]

The findings include:

1. The QMRP falled to ensure ali steff recalved |

training on the Implementation of a client* s 1. Cross reference W189 |9/10110 |
behavior suppurt plan and the use of their gait

belt, [See W180)

2. The QMRP falled to ensure all siaff was ‘

competent in Implementing chent* s modified |2 Cross referance W14 |[[71om0 ]

UL 4 a2, ‘ p 5[7’2%0
that

y dofl atatement ending with an astarisk {*) danotes a daficle i Institution may be excusad from comecting providing i is

Sther safeguards provide sufficlent protection to the patients. {Ses instruttions.) Extept for nursing homes, the findings stated sbove are dis bie 0 days
followieig the date of survey whether of not @ plan of comaction is provided. For nursing hames, tha above findings snd plans of cormoction are discicsable 14
days fdtcwﬁplh:;:- thesa documents ame mada svaflabie to the faciity. If deficiencles are cited, an approved plan of cormecticn is requisita to continusd
program pi
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food texture. [Ses W154] :
3. The QMRP falled to ensure clients wera
provided the use of thelr adaptive equipment in 3. Croas refgrence W436 [ereno |
tha manner prascribed on thelr habliitation plans.
[Sae W436]
4, The QMRP failed to ansure the residential
staff provided meais [n the form and texture as 4. Cross reference W474 |[[erorno ]
prescribed, [See W474] :
5. [Cross Reference W154 & W474) 5. Groses raference W104 & W74

Qhservations during dinner on 8/4/2010 and
during snack time on 8/5/2010 revealed Client #1
was not provided his prescribad modified food
textura for his meals. Review of the Physician's
Order Shesis on 8/5/2010 at 3:59 p.m. revealed
Client #1 was prescribad a " low fat, double

! portion, bite sized, chopped meat diet” on
5/21/2010, Review of tha Nutrition assesament
dated 5/1/2010 revealed she recommeanded that
he bi:tprascribad a " low fat, chopped, soft fonds
n d

Interview with the facillity ' s reglstered nurse

! (RN}, qualified mental retardation professional
{QMRP) and house managar (HM) on 8/8/2010 at
10:36 a.m. confirmed thera was no evidence
presented or on file at the ime of survey to
substantiate that the primary care physiclan was
aware of the Nutritionist recommendations,

. The facllity ' s QMRP falled o manage and
coardinate servicas betwaen the primary care
physiclan and the nutritionist to ensure Client #1
received his meals in the form best to suit his
needs,

W 187 | 483.430(b)(2) PROFESSIONAL PROGRAM W 187
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Continued From page 2
SERVICES

The facility must have available enough qualified
profassional staff to carry out and monitor the
various professional Intarvantions in accordance
with the stated goals and objectives of every
individual program plan,

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility falled to ensure the conasistent
provision of physical therapy services and
Inferventions 1o ensure the health and safety of
one of two sampled clients. {Client #1)

The finding includes:
[Cross Referance W184]

Observation on 8/4/2010, 8/5/2010 and again on
8/6/2010 revealed the facility * s staff rarely used
the gait-belt to manage Cilent #1 as he ambuiated
around his anvironment. Staff was observed
holding hia hand, halding his arm, providing
support under his armpits or holding him steady
by hoiding his upper torso whenever he walked
around his envionment Both one-to-one staff
cbserved provided a different method of
supporting Client #1 as he walked.

Record review on 8/5/2010 at 2:51 p.m. revealed
Chient #1 ' s most recent Physical Therapy (PT)
assassmeant was completed on 2/23/2010. This
assesament recommended that * [Cliant #1]
would benefit from a galt balt for ambulation, a
walking protocol, and a helmet for safety
sacondary to unsteady galt and self-injurious

W 167

Staff will recelva additional tralning from the
facliity’s nursing staff on the uss of the gait

beit and the walking protocol for Individual #1.
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behavior. " Further record review on the same
day and time mvealed, the PT failed to estabfish
a conslstent mathod for utilizing the gait-beit,
failed to ensure the walking protocol incorporated
the use of the galt-belt, and Client #1 was still
without his helmst.

Interviaw with the facliity ' 8 House Manager
(HM), Registered Nurse (RN) and the qualified
mental retardation professional (QMRP) on
8/5/2010 at 5:05 p.m. confirmed the altanding PT
had not provided any services since his written
assessment on 2/23/2010. Further interview with
the facility ' s HM and RN revealed thoy were not
sure what type of hajmet Client #1 needed.
Atternpts to clarify the type of helmet Client #1
needed with the previous PT had bean met with
no success. According tointerview, the PT who
wrote the 2/23/2010 gssessment resigned and
was no longer providing services to the facility.
As of the date of survey, there was no evidence
that the facliity had secured the services of a
Physical Theraplst to ensure Client #1 ' s health
and safely,

483.430(e){1) STAFF TRAINING PROGRAM

The facility must provide each empioyee with
Inttial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD s not met as evidenced by;
Based an observation, staff interview and racord
review, the faciiily failed to ensure ail staff
received training on the implemaentation of a client
' s behavior support plan and the use of their gait
belt for one of iwo sampled ciients, [Client #1)

W 167

Wies

The Physical Therapist will be consultad for
further clarity on the type of helmet for
Individual #1. In the future, QMRP's will
review recommendation for specific
instructions whan adaptive aquipment is
required.
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1 DA the table during the evening of 8/4/2010 at
! approximately 5:16 p.m.

Observation on 8/4/2010, 8/8/2010, and again on
818/2010, reveated the facility ' s staff rarely used
the galt-beit as they managed Client#1's
balance as he ambulated around his
environmeni. Staff was obsarved holding his
hand, holding hia arm, providing support under
his am'lplts or holding him by his upper torso as
he walked around his envionment. Two of Clisnt
#1 ' s one-to-one staff was observed during the
survey, Both stafl impiemented different methods
of supppriing Client #1 as he walked.

In addition, one his one-to-one staff was bhserved
holding Client #1 ' 5 arms and praventing him
from knocking over the food and utenslls that was

Record review on 8/5/2010, at 2:51 p.m.,
revealed Client #1 ' s most recent Physical
Therapy (PT) assessment was completed on
2/23/2010, This assessmant recommended that
Client #1 be provided a gait belt for ambuiation, a
waiking protocol, and a helmet for safety.

Further record review on 8/45/2010, at 2:30 p.m.,
revealed Client #1 ' s Behavior Support Plan
(BSP) dated 4/25/2010 outlined the following:

* Non-Viplent Physlcal Crisis Intervention: this
shouid only be used as a {ast resort when Client
#1 is a danger to self or others. Non-violent
physicat crisis intarvention involves the use of
safe, non-hamful controi and restraint position to
safely controi {Cllent #1] until he can regain
control of his behavior. *This manual
procedure/resiraint should only be used by staff
that have been properly trained and certified in
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The finding includes:

Staff who are essigned to work with Individual
#1 will recelve training on his BSP, walking
protocal and the MANDT certification. [er10n0_]|
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nonviolent crisis intervention procedures
developed by organizations such as MANDT, "

Intarview with the house manager (HM) and
qualified mental retardetion professional (QMRP)
on 8/5/2010, at 5:18 p.m,, revealed thres out of
the five staff assigned to Client# as a
onhe-to-one staff did not recaive training on Client
#1' s behavior support plan or received tralning
on the use of the gait belt. Additional intarview
and record review with tha HM and the QMRP on
the same day and time confirmed all staff
assigned to Cllant#1 should have recsived -
training on both his behavior support plan and the
use of his gait baft.

483.430(e)(4) STAFF TRAINING PROGRAM

Staff must be abla to demonstrata the skilis and
tachniques necessary to Implament the individual
program plans for each client for whom they are
responsible.

This STANDARD s not met as evidenced by:
Based on observation, staff interviaw and record
reviaw, the facility falled to ensure all staff was
competent in implementing client ' s modified
food texture for one of the three sampled clients.
[Client #1)

The finding Includes:
[Cross Reference W474]

Cllent #1 was not provided a " bite size*
textured meal on the evening of 8/4/2010. The
turkey meat he was provided was pulled from the
bone In long strips and served accordingly. Client
#1 was also observed belng served crunchy

w189

W1g4

Siaff wili recelve additonal tralning on Individual
#1 modified food texture as indicated in his
prascribad dist by the facllity's nutritionist.
QMRP and Residantial Manager will monitor at
'maaltima delly to snsure that all staff are In
compllance.
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cheese doodlas for snack on the afternocn of
8/6/2010 desplte his recommendation for a
chopped soft diet. The facliity ' s qualified ments!
retsrdation professional (QMRFP) and the house
manager (HM) later confirmed that the meat and
the cheasa doodies were served in erTor, The
QMRP indicated she would address the aversight
immediately,

483.460(c) NURSING SERVICES

The facility must provide cllents with nursing
services In accordanca with their needs.

This STANDARD [s not met as evidenced by;
Based on staff interview and record review, the
facliity ' 8 nursing steff fallad to coordinate timely
services to ensure a client could receive timety
medical care and follow-up for one of two
sampled clients. [Clisnt #1]

The finding Inciudes:

Record review on 8/5/2010 at 3:00 p.m. revealed
Client#1 ' 8 1/4/2010 Audiology appointment
identified he had 2 " carumen [mpaction and
caulifiower ear malformation left [ear]. The
treatment could not be completed due to his
bshavior. A second Audiology assessment was
atiempled on 4/6/2010 and again he was not able
to compiste the appointment. The 4/6/2010
assessment listed the following
recommendations:

1. Return to ENT for cerumen remaoval
(atternpts In past have bean unsuccessful dus to
patient resistance).

2. Return when sars are clear for testing,

3. Sedation is requested If medically and legatly

w14

W 331

‘The primary care nurse will review medical
records on a weekly basis to ensure
appolntments are scheduled on time. When
sadation s requested the primary cara nurse
will ensure that sedation Is administared prior
to appointments. The Director of Nursing will
review medical records on a monthly basls fo
ensure medical services are rendered on time.

| 8/13/10 l
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W 356

permissible as this patient Is highly resistant to
beinp tested. Non-behavioral measures can be
used for tasting if the patient is quieVaslesp.

Further record review an 8/68/2010 at 12:30 p.m.
revealed this cllent recelved sedations fora
1/6/2010 Renal Sonogram and an ENT
appointment which he successfully completed on
1/472010. Interview with facllity ' s registered
nurse (RN) on 8/6/2010 at 10:57 a.m, confirmed,
Cllent #1 was not sadated for his audiology
appointments and because of that, he was not
able to complete his appointmeant.

483.460(g)(2) COMPREHENSIVE DENTAL
TREATMENT

The facility must ensure comprehensive dental
treatment services that include dental cer
needed for rellef of pain and infections,
restorefion of testh, and maintenance of dental
health. -

This STANDARD I3 not met as evidenced by:
Based on observation, staff Interview and record
reviaw, the facllity falled to ensure timely dental
care and treatment for one of two sampled
clients. [Client #3]

The finding includes:

Observation 8/5/2010 at approximately 4:15 p.m.
revealed, Client#1 ' s teeth were disjoinfed and -
discolonad. Record review on 8/6/2010, at 10:30
p.m., revealed the following dental treatment
history:

1. 816/2005 - Findings: Comprehensive exam,
adult prophyiaxis. Patient needs scaling. WIll

W 356 Frhe primary care nurse will follow-up with the
dental offica to schedula neaded dants|
procadures. Tha primary care nurse will also
document In the individuals record the
attempts made to schedule the appointmants. I 9/15/10 |
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submilt for pre-authorization,

2. 11/8/2008 - Registered nurse (RN) note
11/25/2008: Appointment ¢cancelled, because the
dental office is walting on pre-authorization,

3. 3/8/2010 - Findings: Comprehensive exam,
heavy calculus deposits. Patient needs scaling.
Recommaendation: will submit pre-authorization %o
Medicald for approval. Will cell to reschedule ...
pleass sedats prior to naxt visit.

Interview with RN on 8/8/2010, at 10:43 a.m,,
confirmed there has been a lapse [n care due
authorization problems with securing timely
treatment. The RN also confirmed Client#1's
oral heaith has daclined due to the lapsa In dental
care. The RN stated he has made saveral
attempts &l securing timely services, but also
concedes pre-authorization has been a consistent
problem with securing timely dental treatment.

The facllity falied to ensure Client #1 received
timely dental services to manage and maintain
Client #1 ' s oral heaith since 8/16/2009.

W 369 | 483.460(k){2) DRUG ADMINISTRATION W 389

The systemn for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.

This STANDARD is not met as evidencad by:
Based on observation, staff interview and record
review, the facility * s nursing staff falled to ensure
ail medications were administerad as ordered for
one of two sampled clients. [Client #2)

The finding Includes:

FORM CMB-2667(02-98) Provious Varsions Otsolete Event ID:H2G611 Facility 10: 00G223 I continuation sheet Page 9 of 14
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The systam for drug administration must assure
that drug administration errors and adverse drug
reacions are reported Immediately to a physician.

This STANDARD 1s not met as evidenced by:
Based on staff interview and record review the
facility failed to ensure the primary care physician
was Informad of missed madications to ensure
the health and safety of one of two sampled
clients. [Client#2] - :

The finding includes;

[Cross reference W369)

Observation on the evening of 8/4/2010 revealed
Client #1 did not receive his prescribed dosage of

15mg of Zyprexa. tnterview and racord review
with the facifity ' s registered nurse (RN) on

STATEMENT OF DEFICIENCIEE - [(X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: A BULDING COMPLETED
08G223 B WG 08/08/2010
RAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE"
6247 16TH STREET, NW
COMMUNITY MULTI SERVICES, INC WASHINGTON, DC 20042
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION om)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROYS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
W 369 | Continued From page 9 W 389
Observation on the evening of 8/4/2010 revealed
Client #1 did not racelve his prascribed dosage of The Director of Nursing et witn the mursing
15mg of Zyprexa. intarview and record review na reviewsd p P
wlm the hd“ly‘ 8 m'sbm nurse (RN) on medication administration and the pﬂmary
8/6/2010, &t 11:30 a.m., confirmed ihe medication care nurses's responsibilities to enaure all
was not provided. Further record review revealed prescribed medications are avaliabls. The
the medication was not provided for a total of four nursing staff who faliad to administer the
(4) days (3[2{. w. 814[' Blsl)' Further intervisw medication and fefled to report on time
with the RN on the same day and time revealed recelved disciplinary action.
the medication arrived to the facllity on 8/5/2010,
but was not administered that evening.
Tha facility ' s nursing siaff failed to enforce and
Implement an effective systam to ensure that all
medications were adminlstered as prescribed fo
ensure the health and safety of its clisnts.
W 376 483.480(k){B} DRUG ADMINISTRATION W 376
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_ | The findings includs:

Continued From page 10

£/6/2010, at 11:30 a.m., confirmed the medication
was not provided. Further record review and
Interview with the facliity ' 8 RN on the same day
and time revealed the primary care physician had
yet fo be notified of the missed administration of
the Zyprexa since 82/1010 when it was first
identified as not being avallable.

The facility ' s nursing staff falled to enforce and
Implement an effectiva system to ensure that the |
primary care physiclan is informed of all
medications emors 1o ensure the health and
safely of Hs cllents.

483.470{g){2) SPACE AND EQUIPMENT

The facllity must fumish, maintain in good repalr,
and teach cllents o use and to make informed
cholces about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices Identifiad by the
Interdisciplinary team as neaded by the client

This STANDARD is not met as evidenced by:
Based on vbservation, staff interview and record
review, the faciiity falled to ensure one of two
sampled clients were provided the proper
adaptive equipment for meals and for personai
safety. [Client#1]

1. Observation on 8/4/2010 at approximately
4:15 p.m. and agaln at approximately 5:20 p.m.
ravealed Client #1 was not provided & plate guard
or a sip cup for hla snack and dinner respectively,
During his snack and dinner, food fali from his
plate onto the dining room floor as he attempted

W 376

W 436

Cross reference W26 B/18/10 I

1. Individual #1 will be providad with a plate
guard and sip cup as recommendad by the
nutritionist. QMRP and Residential Manager
will monitor to ensure usage during meals and
snacks. The nutritionist will review the OT
recommendations and make correctiona If
warrantad.
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to eat with hand-over-hand assistanca. There
was also heavy spillage of his beverage during
both snack and dinner due ta him net baing
provided a sip cut for him to use during those
meals,

Record raview on 8/5/2010 at 3:58 p.m. revealed
Client#1 ' 8 65/1/2010 Nutritional assessment
identified he utilizes a piate guard and a sip cup
during meais.

Interview with the facilty * s registered nursa (RN}
pn 8/8/2010 at 10:38 a.m. confirmed Client #1
should have bean afforded the opportunity to
drink from a aip cup and also should have been
provided a plate guard during his maais as
recommended.

2. [Cross Referenca W187)

Cliant #1 was nevar observed wearing a helmet
during survey between the dates of 8/4/2010 and
8/6/2010. Record review on 8/8/2010 at 1:22
p.m. revealed he had a fail on 11/1/2008 and
sustalned minor injury. Record review on
8/5/2010 at 1:22 p.m. revealed on 4/7/2010 the
facility ' 8 Committee for the investigation of
Unusual Incidents reviewed the 11/1/2009
incident and concluded that Client #1 should be

Interview with the facility ' s registered nurse (RN)
and house manager (HM) on 8/8/2010 at 5:05
p.m., confirmed the helmet was siiil pending. In
addition, the RN Indicated that the Physical
Therapist' g (PT) recommendation was not clear.
He was not surewhat " type " of heimet was
needed or was being recommended. Moreover,
the PT that made the recommendation hag since

provided a heimet to ensure his heaith and safety.

W 438

Reas|dantial staff wili recaivs tralning on the use
of the appropriate adaptive equipment for
Individual #1,

[erono ]

2. The halimet will be ordered for Individual #1
as racommendad by tha Physicat Theraplat.
The primary cars nurse will review all
racommendations and Impiement in a timely
manner.

8r1MoM0
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W 438 | Continued From page 12 W 436
resigned from his duties {6/2010) and is no longer
available for consultation.
The facility fafled to ensure Chant#1 received his
helmet as recommended to ensure his health and
safely.
W 474 | 483.480(b)(2)(ill) MEAL SERVICES W 474

Food must ba servad in a forrn consistent with the
developmental level of the client.

This STANDARD Is not met as evidenced by:
Based on observation, staff Interview and record
review, the facility failed {o ensure sl chants
received thelr meals in the form and consistency
as prescribed.

The findings Include:

Observation on the evening of 8/4/2010 at
approximately 5:15 p.m., revealed Client#1 was
served a regular textured meal of pulled turkey
meat, stuffing, mashed sweet potatoes, coleslaw
and a biscuit Record review on 8/6/2010 at 3:59
p-m. revealed, Client#1 ' s physician’ s orders
prescribad he receive a " low fat, double portion,
bite sized, chopped meat diet " In addition, on
8/6/2010, Client#1 was obeerved being served
crunchy cheese dogdles as part of his snack,

Interview with the facllity ' s qualifisd mental
retardation professional (QMRP) on 8/6/2010 at
10:38 a.m. confirmed Client#1 did not receive his
correct food texture during dinner on the evening
of 8/4/2010 and for shacks on &5/2010, The
QMRP and the facility * s nurse indicated they
would work to address that oversight and re-train
staff immediately.

The QMRP and Residential Manager will
monitor dally at mesls and snacks to ensura
that Individual #1 receives prescribed dist. All
staff will receive additional tralning on
prescribad dlet for Individual #1. | 811010 |
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The facliity failed to ensure Client #1 was
provided a " bite slzed, chopped meat" diet as
prescribed. ‘
FORM CMS-2667{02-29) Previous Versiona Obeciots Event 1D:-H2Ga11 Fatilky ID: 096223 if continuation shaet Page 14 of 14



3015889287 04:18:46a.m. 08-26-2010 16 /26
PRINTED: 08/19/2010
FORM APPROVED
STATEMENT OF DEFICIENCIES (#3) DATE SURVEY
AND PLAN OF CORREGTION B rnmmm 02) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B. WING
096223 08/0872010
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2)P CODE
COMMUNITY MULYI SERVICES, ING AL A
(ﬁ D BUMMARY STATEMENT OF DEFICIENCIES ") PROVICER'S PLAN OF CORREGTION xs)
PREFIX (EACH DEFICIENCY MUST BB PRECEDRD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
1000} INITIAL COMMENTS 1000
A re-licensure survey was conducted from
8/4/2010 through 8/6/2010,
A random sampling of twa residents was selected
fram a residential population of three meles and
one female with varying degrees of disabilities,
The findings of the survey wera basad pn
observations and interviews in the home and at
three day programa, as well as a review of the
resident and ad minlstrative records, including the
incident reports.
1 056 3502.13 MEAL SERVICE / DINING AREAS

Each GHMRP shali traln the staff in the use of
proper feading tachniques and monitor their
apprapriate use to assist residents who require
spacial feeding procedures or utansils.

This Statute Is not met as evidenced by:

Based on absarvation, staff interview and recard
review, the facllity falled to ensure ali residents
received thelr meals In the form and conslisiency
as prescribed for one of two residents in the

; sample. (Resident #4)
The findings include:

Observafion on the evening of 8/4/2010 at
approximately 5:15 p.m., revealed Resident #1
was served a regular textiured meal of pulied
turkey mea, stuffing, mashed sweet potatoes,
coleslaw and a biscuit. Record review on
8/5/2010 at 3:50 p.m. revealed, Resident#1's
physician ' e orders prescribed he recelve & * low
fat, double portion, bite sized, chopped meat diet
" In addition, on 8/5/2010, Reeident#1 was
observed being served crunch/y1 cheese doodiea

| 055

ensure prescribed diet.

The staff will receive tralning on prascribed
diat for Individual #1. QMRP and Residential
Manager will monitor dally at mealtime to

[w10rto |

Sl Stz lsigaon’ Kuists

o GG
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1085 Continued From page 1 1085
as part of his snack.
Interview with the facliity ' s qualified mental
retardation professional (QMRP) on 8/8/2010 at
10:36 a.m. confirmed Resident#1 did not recaiva
his correct food texture during dinner on the
evening of 8/4/2010 and for snacks on 8/5/2010,
The QMRP and the facliity ' s nurse Indicated
they would work to address that oversight and
re-traln staff immediately.
The facliity falled to ensure Resident #1 was
provided a " bite gized, chopped meat” diet as
prescribed.
1080: 3504.1 HOUSEKEEPING I 080

The Interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionabile
odors.

This Statute Is not met as evidenced by:

Based on observation, the GHMRP falled tp

ensure the Interior of the GHMRP was

maintained In a safe, clean, orderly, attractive and

?:nuit;ry manner,for four of four residants in the
cllity.

The findings Include;

During the environmental inspection on
412112010, at 5:20 p.m., the following deficiencles
were observed:

1. The tollst seat in the bathroom near the
kitchen was extremsly kbose and could be moved
from gide to side with Jittle effort.

kitchen was repaired.

1. The toliet seat in the bathroom near the

|BI'24J10 I
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t 180

Continued From page 2

2, Heavy accumutation of dust on the A/C vents
was observed both In Resldent#1 and#2's
bedrooms. {n addifion, the vent in Resident#1's
badroom was broken and hanging off the wall.

3. Holes ware observed in the plaster along the
walis In Resident #1 ' s bedroom.

4. The floors In Resldent #1 * s bedroom were
extremely woim and In poor condition.

3608.1 ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
administrative support o efficiently meet the
needs of the residents as required by thelr
Habllitation plans,

This Statute 1s nol met as avidenced by:

Basad on observation, staff interview and record
review, tha g Nr homa for the mentally retarded
person ' s (GHMRP) qualified mental retardation
professional (QMRP) falled to ensure the
coordlination of servicas to promote the health
and safety of one of two sampled res!dents.
[Residant #1]

The findings Include:

1. The QMRP failed to ensure all staff recalved
fralning on the implementation of a resident ‘ s
behavior support plan and the use of their gait
ﬁtﬁg{lsee Faderal Deficiency Report Citation

2. The QMRP failed to ensure alj staff was
competent in iImplementing reskient ' 8 modified
food-texture. [See Federal Deficiency Report

1080

2, Dust on the A/C vents for Individual #1 and
#2 was removed and cleaned. |8124!1 o I

[3. The holes In the wall In Individual #1

bedroom will ba repalred, 8/24/10

4. The floors In Individual #1 badroom will be

repalrad. I 8/24/10 I

1180

1. Cross refarence W1B8 I | 8/10/10 I

2. Cross referance W184 & W474 | om0 ]
|
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Citation W194)

3. Thse QMRP falled to ensure residants were
provided the use of their adaptive equipment in
the manner prescribed on their habllitation plans.
[See Federal Deficlency Report Citation W436]

'|4. The QMRP falied W ensure the residential

staff provided meals in the form and texture as
prescribed. [See Federai Deficlency Report
Cltation W474)

5. [Cross Reference Federai Deficiency Report
Citations W194 & W474]

Observations during dinnar on 8/4/2010 and
during snack time on 8/8/2010 revealed Resident
#1 was not provided his prescribed modified food
textura for his meals. Review of the Physician's
Ordar Sheats on 8/5/2010 at 3:59 p.m. revealed
Resldent #1 was prescribed a * low fat, doubla
portion, bite sized, chopped meat diet" on
§/21/2010, Reviaw of the Nutritibn assassment
dated 5/1/2010 revealed she recommended that
he be prescribed a " low fat, chopped, soft foods

| diet.

Interview with the facllity ' s reglstered nurse

| (RN), qualified mental retardation professional

(QMRP) 2nd house manager (HM) on 8/6/2010 at
10:38 a.m. confirmad there was no evidence
presented or on file at the time of survey to
substantiata that the primary care physician was
awars of the Nutrition]st recommendatiens,

The facility ' s QMRP falled to manage and
coordinate services batween the primary care
physician and the nuiritionist to ensure Resident
#:atgcaived his meals in the form best to suit his
neads.

1180

3. Cross reference W436 J

4, Cross reference W474 |

IBI1OI1OI

&. Cross refarence W184 & W474

I 8/10/10 l
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1205

3500.2 PERSONNEL POLICIES

Each stoff person shall have a written job
description, which detalls each of his or her major
rasmalbmﬂes and duties and supervisory
control.

This Statute is not met as evidenced by:

Based on record review and staff interview, the
group home for the mentally retarded person
(GHMRP) failed to ensure all staff was provided a
written job description as required by this section.
[Staffs #12 and #13]

The finding includes:

Record review and interview with the GHMRP's

quailflad mental retardation professional (QMRP)
on 8/6/2010, at approximately 4:50 p.m., revealsd
two out of thirtesn staff did net have a current
signed job description in their personne! files.

3500.5 PERSONNEL POLICIES

Each job description shail be updated, rewritten,
and reviewed with the employee when, the duties
and responsibllities of the job change.

This Statute is not met as evidenced by;
Basad on record review end staff interview, the
group home for the mentally retarded person's
(GHMRP) falled to ensure the GHMRP ' s
supervisory staff afforded each employee the
opportunity to discuss thelr job descriptions at
least annually as required by this saction. [Staff
#12 and #13)

The finding Includes:

1202

1205

Staff #12 and #13 will review thelr job
description and sign. |g[1o,r1o I

QMRP and Residential Manager will discuss
and reviaw job description annually with staff

#12 and #13. IBI1OJ'1O l

alth Ragulation Administration
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1205| Continued From page 5§ 1205
Record raview and interview with the GHMRP's
qualified mental retardation professional (QMRP)
on 8/6/2010 at approximately 4:52 p.m. revealed
thare was no written avidance that the facility' s
supervisor afforded two out of thirtesn staft the
opportunity to discuss and raviaw thelr currant job
| description over the past year.
I
1228 3510.5(f) STAFF TRAINING 1220 Staff will receive additionsl training on

Each tralning progrem shall include, but not be
limited to, tha following:

(f) Spaecialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuallty, nutrition,
recreation, total communications, and assistive
tachnologies;

This Statutes is not mat as evidenced by:

Based on observation, staff interview and record
review, the facllity fallad to ansure ail staff
recelvad training on the implementation of a
resident’ s bahavior support plan and the usa of
their gaft belt for one of two sampled residents.
[Resident #1)

The finding-inciudes:

Obsarvation on 8/4/2010, 8/5/2010 and again on
B/672010 ravealad the facility * s staff rarely used
the gait-belt as they managed Resident#1's
balance as hs ambulatad around his
environment. Staff was observed holding his
hand, holding his arm, providing support under
his armpits or holding him by his upper torso as
he walked around his anvironment. Two of
Rasident#1 * s one-fo-one staff was cbserved
during the survey. Both staff implementad
diffarent methods of supporting Resident#1 as

dally.

Individual #1'a Behavior Support Pian and the
use of the gait beit. QMRP end Residential
Managar will provide supervision and monitor

I 8/10/10 |
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Continued From page B
he walked.

In addition, one his one-to-one staff was
observed holding Reskient#1 ' s arms and
preventing him from knocking over the food and
utensils that was on the tabla during the ovening
of 8/4/2010 at approximatety 5:15 p.m,

Recondt review on &/5/2010 at 2:51 p.m. revealed
Resldsnt #{ ' s moat racent Physical Therapy
(PT) assessment was compieted on 2/23/2010.
Thia assessment recommended that Resldent #1
ba provided a gait belt for ambulation, a walking
protocol, and @ helmet for safety,

Further record review on 8/5/2010 at 2:30 p.m.
revealed Resident #1 ' s Behavior Support Plan
(BSP) dated 4/25/2010 outlined the following:

" Non-Violent Physical Crisis Intarvention: this
should only be used as a |ast resort when
Resldent #1 is a danger to ssif or nthers.
Non-violent physical ctisis intervention involves
the use of safe, non-harmfui control and restraint
position to safeiy control [Resident #1] until he
can regain control of his behavior. *This manual
procedurefrestraint should only be used by staff
that have been properly frained and certified in
nonviolent crisis intarvention procedures
deveiopad by organizations such as MANDT. "

Interview with the house manager (HM) and
qualified mental retardation professicnal (QMRP)
on 8/6/2010 at 5:18 p.m. revealed three out of the
five staff assigned to Resident #1 as a one-ib-ona
staff did not receive training on Resident#1's
behavior support plan or recsived tralning on the
use of the gait beit. Additionai Interview and
record neview with the HM and tha QMRP on the
same day and time confirmed all staff assigned to

| 228
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Cantinuad From page 7

Resident #1 should have recelved tralning on
both his behavior support plan and the use of his
galt belt,

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habllitation, training
and assistance to reskients in accordance with
the rasident * s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based on obsarvation, staff interview and racord
review, the group home far the mentally retarded
person (GHMRP) fallad to ensure ll staff was
competent in iImplementing a resldent' s
mealtime feeding protocol for one of the two
sampled residents. [Resident #1]

The findings includs:

! [Cross Reference Federal Deficlency Report
| Cltation W474]

Resident #1 was not provided a " bite size ®
taxtured meni on the evening of 8/4/2010. Tha
turkey meat he was provided was pulied from the
bane in long strips and servad accordingly.
Rasident #1 was also ohsarved being sarved
crunchy cheese doadles for snack on tha
aftemoon of 8/6/2010 despits his
racommandation for a chopped soft dist. The
facllty * s qualifiad menta! retardation professional
(QMRP) and the house manager (HM) iater
confirmed that the meat and the cheeee doodies
were served in error. The QMRP indicated she
wotld addrass the oversight immediately.

3521.7(a) HABILITATION AND TRAINING

1220

1422 [oMRP and Residentiai Manager will menitor

at mealtime daily to ensure that Individual #1
Is served his preseribed dist. Cross reference
WA4T4

Health Regu@tion Administration

STAYE FORM

H2GG11

¥ continuabon aheet 8 of 11



3015889287

Heal

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

08-26-2010

PRINTED: 08/18/2010
FORM APPROVED

04:20:53 a.m.

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

00G223

B. WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING

(3) DATE SURVEY
COMPLETED

08/08/2010

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULTI SERVICES, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

8217 16TH STREET, NW
WASHINGTON, DC 20012

X4} 10
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0,
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION S8HOULD BE s

DEFICIENCY)

I 430

Continued From page 8
The habilitation and training of residents by the

GHMRP shall include, when appropriate, but not

be limited to, the following areas:

{a) Eating and drinking (including table manners,
use of adaptive equipment, and use of
approphate utensils);

This Statute is not met as evidenced by:

Basad on observation, staff intarview and record
review, the facility failed to engune one of two
sampled residents were provided the proper
adaptive equipment for meals for one of two
sampled residents. [Resident #1)

The finding Includes:

Observation on 8/4/2010, at approximately 4:15
p.m. and again al approximately 5:20 p.m.
revealed, Residant #1 was not provided a plata
guard or a sip cup for his snack and dinner
respectively. During his snack and dinner, food
fell from his plate onto the dining room fioor as he
attempted to eat with hand-over-hand assistance,
There was also heavy spiliage of his beverage
during both snack and dinner dus to him not
being provided a sip cup for him to use during
those meals.

Record review on 8/5/2010, at 3:58 p.m.,
revealed Resident #1 * s §1/2010 Nutritional
assessment identified he utilizes a plate guand
and a sip cup during meals.

Interview with the faciiity ' s reglstered nurse (RN)
on 8/8/2010 at 10:36 a.m. confirmed Resident #1
shauld have been atforded the opportunity to
drink from a sip cup and also should have been
provided a plate guard during his meals as
racommendad,

1430

Cross rafarance W167
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3621.7(k) HABILITATION AND TRAINING

The habiiitation and training of residents by the
GHMRP shall inciude, when appropriate, but not
be limited to, the following areas:

(k) Mobility (including ambulation, transpartation,
mapping and orientation, and use of mabiiity

equlpment);

This Statute |s nol met as evidenced by:

Based on observation, staff Inlerview and record
review, the facliity failed to ensure one of two
sampled residents were provided the proper
adaptive equipment for personal safety during
ambulation for one of two sampled residents.
[Resident #1]

The finding includes;

{Cross Reference Federal Deficlency Repoit
Citation W167]

Resident #1 was never observed wearing a
helmet during survey between the dates of
8/4/2010 and 8/6/2010. Record revisw on
£/8/2010 at 1:22 p.m, revealed he had a fall on
11/1/2008 and sustained minor Injury. Record
review on B/6/2010 at 1:22 p.m. revealed on
47712010 the facllity ' § Committea for the
investigation of Unusual Incidents reviewed the

[ 11/1/2009 Incident and conciuded that Resident

#1 should be provided a heimet to anaure his
heatth and safety. Additional record review on
the same day and time

intarview with the facility * s registerad nurge {RN)
and house manager (HM) on 8/6/2010 at 6:06
p.m,, canfirmed the heimat was still panding. In
addition, the RN Indicated that the Physical
Therapist' s (PT) recommendation was not ciear.

441

Cross referance W187

'9!10/10 I

Hesith Regulation Administration

STATE FORM

H2GG11

¥ continuation shes! 10 of 11



3015889287

04:21:23 a.m. 08-26-2010

PRINTED: 08/19/2010

FORM APPROVED
STATEMENT OF DEFICIENCIES PROVIDER/SUPPLIERICLIA RUGT (%) DATE BURVEY
AND PLAN OF CORRECTION " |oamg|mm':r"uuagm 02) MULTIPLE CONST 1oN )COHPI.ETED
. A.BUILDING
B. WING
080223 08/06/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
COMMUNITY MULTI SERVICES, INC T oI DG 23012
{%4) ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX |EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION EHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
" 1441 Continued From page 10 1 441
He was not sure what " type™ of heimet was
needed or was being recornmended. Mareover,
the PT that made the recommendation has since
reaigned from his duties (5/2010) and is no longer
available for consuitation.
The facliity falled to ensure Resident #1 recaived
his helmet as racommended to ensure his heaith
and safely. ‘
l
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